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1. Summary  
This rapid literature review finds limited evidence and lessons on responses to the secondary 
effects of disease outbreaks. The secondary effects are explained in more detail in a companion 
paper (Rohwerder, 2020). They include disruption of livelihoods and markets, disruption to 
communities, disruption to services (especially health), stigmatisation, psycho-social problems, 
human rights violations and weakening trust in governance.  
The report finds evidence on a number of efforts to counter the secondary effects of disease 
outbreaks. The majority of the literature is focused on Ebola. However, it should also be noted 
that many programmes focused on controlling outbreaks, rather than their effects, meaning there 
is less evidence on the latter. Several evaluations point to a lack of funding, consideration and 
action to combat these effects as a failing or learning point, and guidelines recommend such 
action is taken (WHO, 2008; Elmahdawy et al., 2017). Therefore, many of these lessons are 
general and do not go much beyond pointing out the need to address particular secondary 
effects and recovery priorities (UNDG, 2015; UNDP et al., 2015). Nevertheless, broad lessons on 
funding, prioritisation and co-ordination can be drawn from this.  
Causality between epidemics and some of their secondary effects is bi-directional, and 
secondary effects such as distrust of health authorities and disruption to health services are seen 
to make it harder to fight the disease. Therefore, a large number of programmes indirectly 
acknowledge the secondary effects and the need to address them, even if their primary reason 
for addressing them is to better control the disease (Lamoure and Juillard, 2020). Evaluations 
and programmes often focus on social, cultural, political and economic factors as barriers to 
better management of the epidemic, insights from which can also be used to mitigate secondary 
effects (Alcayna-Stevens, 2018).  
Some programmes made recovery efforts more central. In West Africa, many development 
programmes sought to support those affected by the disruptions of Ebola by supporting 
livelihoods (Adams, Lloyd and Miller, 2015; Hempel, 2016). The report also finds examples of 
programmes to support survivors and healthcare workers affected by stigma and psycho-social 
problems. Studies have also looked at the effects of specific measures such as the cessation of 
user fees for health services. Several programmes have focused on health systems 
strengthening in the face of disease outbreaks. Not all of these programmes have been fully 
evaluated, but are nevertheless included as evidence of the approaches taken.  
Lessons and evidence includes: 
 Responses have been seen to focus on victims of the disease and thereby neglect 
existing health or other needs. Some authors therefore highlight the need for responses 
to take a ''whole society approach that attends not only to those individuals directly 
affected by the outbreak, but also to their broader communities' (Alcayna-Stevens, 2018) 
 The use of disciplines such as anthropology to make sure responses can be informed by 
context-specific knowledge of the social dynamics around healthcare, ethnic minorities, 
women, youth etc. rather than generic ideas of 'community engagement' or 'gender 
sensitivity' which may not apply (Wilkinson et al., 2017). This can help combat effects of 
the disease or the response that specifically affect certain groups, such as those involved 
in hunting and selling foods linked to disease transmission like bushmeat (see 
Rohwerder, 2020). 
3 
 Community engagement to reduce the coercive nature of some responses, and to 
mitigate effects borne of fear and aversion (Anoko, 2014). 
 Effective utilisation of and support for existing health structures to minimise disruption to 
health provision, particularly community health structures (Siekmans et al., 2017). 
 Policy actors taking the need to address secondary impacts into consideration from the 
start and providing the necessary funding (Elmahdawy et al., 2017; Kolie et al., 2019). 
 The importance of intersectoral responses to tackle the multiple effects of disease 
outbreaks, including coordination between different national and international policy 
actors (WHO, 2016; Kristine M Smith et al., 2019). 
The literature found in this review engaged with gender dimensions but there was a gap in 
relation to the experiences of people with disabilities. 
2. Economic mitigation 
Macro-economic lessons and recommendations include: 
 A World Bank analysis considers the role of government information in reducing the 
economic effects of outbreaks. It considers responses to SARS and the 1994 plague 
outbreak in Surat, India, which ‘entail large economic costs which are primarily the result 
of excessive preventive behaviour by individuals and (on occasion) governments’. It 
argues that given the availability of non-official sources of information, ‘a transparent 
and credible public information strategy is likely to be the best way to minimize 
unwarranted panic and, indeed, to mobilize the public as a partner in controlling the 
disease outbreak’, and reduce the economic costs of panicked behaviour (Brahmbhatt 
and Dutta, 2008). 
 Given the socio-economic consequences of outbreaks, it has been suggested that 
inclusion of 'relevant non-health stakeholders in risk and impact assessments may 
provide more informed health impact assessments and enhanced awareness 
regarding preparedness opportunities, and may provide access to new 
collaborations and potential risk mitigation and resources’ (Kristine M. Smith et al., 
2019, p. 4). Some private sector actors have taken steps to contribute to planning, such 
as the Ebola Private Sector Mobilisation Group in West Africa (Oxfam, 2014; Kristine M 
Smith et al., 2019, p. 4). 
 Funding is needed to ‘contain direct and indirect costs from sickness and mortality in the 
hardest hit countries and provide financial support to enhance growth in fragile 
economies affected by the outbreak’ (Elmahdawy et al., 2017, p. 69). 
 Leading international organisations should adopt policies ‘that allow for the free flow of 
relief and trade in the affected countries’ (Elmahdawy et al., 2017, p. 69). 
 The importance of strengthening governance capacity, health systems coordination and 
engaging with communities to ensure responses to disease do not harm at-risk groups or 
cause social breakdown has been highlighted (UNDP, 2015). 
Livelihoods protection 
A recent lessons paper on epidemic response argues that ‘support to livelihoods and economic 
recovery is a critical component of an effective epidemic response’ (Lamoure and Juillard, 2020, 
4 
p. 22). A number of programmes supported livelihoods during the Ebola outbreak (for example, 
UNDP, 2015, pp. 45, 51, 55; FEWS NET, 2017, pp. 14–17).  
Welt Hunger Hilfe programmes worked to help re-start agriculture in Ebola-affected districts of 
Sierra Leone. This included cash transfers to help resume farming or business for 684 Ebola 
virus disease (EVD)-affected households and the establishment of seed banks in 68 
communities affected by quarantines (Hempel, 2016). An Irish Aid-funded project 
implemented by Action Against Hunger provided cash transfers and help with vegetable 
farming in Moyamba district between May 2015 and May 2016. Although a full impact 
assessment has not taken place, and despite delays in implementation, the transfers were seen 
to lead to increases in 'income and diet diversification' (Dumas, 2016). 
USAID provided cash transfers to help people recover from the economic effects of the 
Ebola outbreak in Liberia and Sierra Leone. It supported 120,000 households with 
Unconditional Cash Transfers (UCT), Cash for Work (CFW), Agricultural Input Vouchers (AIV), 
and conditional cash transfers for market traders. It also provided some training on farming 
techniques or business management skills. It found that cash transfers were initially spent on 
food, and later more was also spent on health, schooling and shelter as priorities changed with 
seasons and the development of the outbreak. According to surveys, almost all participants 
‘viewed [UCT] as the preferred assistance modality to respond to the needs arising from the 
Ebola crisis’ (Guluma, 2018, p. 17). ‘Undoubtedly, the cash transfer programme (CTP) 
intervention contributed to the revival and even growth in trading and smaller markets used by 
villages and towns receiving the cash transfers’ (Guluma, 2018, p. 37). The evaluation noted that 
there were inclusion and exclusion errors, and that the ‘targeting of beneficiaries was one of the 
most contentious issues emerging from discussions held with community members, including 
former cash transfer recipients’ (Guluma, 2018, p. 22). A UNDP report noted that in Guinea, ‘the 
poor state of liquidity in the nation’s banks and mobile money agents outside of the capital city, 
limited formal education, illiteracy and inexperience with formal financial services and digital 
services pose challenges’ (UNDP, 2015, p. 13). 
There is some evidence that this type of economic support can be effective in the longer 
term. A study of social protection programmes for survivors found that 'for EVD survivors, short-
term instrumental social protection during the vulnerable period post-discharge can pay positive 
dividends with respect to wellbeing and food security two years later’. It was based on a sample 
of 200 randomly selected recipients of protection programmes in Sierra Leone (Richardson et al., 
2017). 
Programmes also supported nutrition. A study based on workshops and interviews outlines 
the following priorities identified by stakeholders from government and civil society in Guinea and 
Sierra Leone to improve nutrition responses during disease outbreaks. In both Sierra Leone and 
Guinea, some of the most important factors to better respond to nutrition needs included political 
will, food assistance and increased funding for nutrition (Kodish et al., 2019, p. 86). 
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3. Cultural awareness and messaging 
Communication 
There is a large literature on messaging related to risk perception and making sure that citizens 
receive appropriate information, from which indirect lessons on mitigating effects of fear and 
stigma can be derived (ACAPS, 2015a; Garcia et al., 2016, pp. 82–86).  
Research into the communication of Ebola risks and best practices has focused on: 
 Understanding different economic needs and cultural practices that may be impacted by 
Ebola control measures;  
 How understanding the power dynamics behind resistance to control measures can lead 
to better communications;  
 How communications can involve communities and thereby gain more acceptance for the 
measures being communicated; 
 How communications can lessen the stigmatisation of groups such as women or health 
workers. 
Research has found that many communities prefer practical information. One study of 
communities in Liberia during the Ebola outbreak found a preference for ‘“higher-order,” practical 
information and training that communities are desperate for -- “How do I manage a family of 
children, including infants and toddlers, in quarantine?”’ rather than information about the disease 
itself (Abramowitz et al., 2015). An analysis of Ebola communication argues that 'as households 
and communities have made clear when given the chance, what they would like is practical 
information about risk factors for Ebola transmission and, crucially, how to reduce risks when 
caring for the sick and burying the dead, as well as the material resources necessary to put this 
advice into practice' (Chandler et al., 2015).  
Anthropological research has also emphasised the importance of tailoring public health 
measures and messages to local cultures. 'Those tasked with asking people to change 
practices and activities associated with Ebola transmission should be allowed the time and 
flexibility to negotiate mutually agreed changes that are locally practical, socially acceptable, as 
well as epidemiologically appropriate' (Chandler et al., 2015). Research on villages in the Forest 
region of Guinea where health workers had been attacked argues that public health messaging 
should make sure communication about the disease is 'rooted in a consideration of local 
circumstances, knowledge and the enhancement of regional cultures' (Anoko, 2014). It 
emphasises the importance of understanding customs and cultures, and how Ebola responses 
may be understood in relation to local power dynamics (e.g. if they come from historically 
dominant groups to marginalised groups). Following the violence against health workers 
implementing Ebola control measures, a new communications strategy was developed. Trusted 
intermediaries and appropriate stakeholders were identified, and complaints were heard at a 
communication workshop, from which messages on Ebola were developed collaboratively 
(Anoko, 2014). Such approaches have the potential to reduce the chances of disease control 
measures leading to distrust, conflict and break downs in social cohesion. 
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Quarantine 
Forcible quarantine can violate human rights (Eba, 2014).1 In the Ebola outbreak, quarantine 
gave rise to ‘cases of abuse of basic rights to protection and assistance and contributing to a 
pattern of coercion’ (Adams, Lloyd and Miller, 2015). Evaluations and lessons learned papers 
argue that quarantine should be as consensual as possible. For example, an ACAPS paper 
found that 'community-led self-imposed quarantine was considered by all sources interviewed to 
be the most important factor deciding the success of a quarantine' (ACAPS, 2015b; Sustersic, 
2015). This helps minimise rights violations, and makes quarantine more effective, and less likely 
to breed mistrust. With respect to rights violations, the paper notes that a community 
implemented quarantine will not necessarily avoid rights violations. 
Moreover, the evidence shows the importance of ensuring that the basic needs of those 
quarantined are met. In Sierra Leone, Oxfam helped those in quarantine with food, water and 
sanitation and cash (Adams, Lloyd and Miller, 2015, p. 33). According to a 2015 assessment of 
their work, ‘Oxfam’s support to people in quarantine in Sierra Leone reduced the hardships and 
made quarantine more effective by reducing people’s need to leave the quarantine area to seek 
basic necessities. The PHP teams also worked effectively to address stigmatisation of people 
who had been in quarantine’ (Adams, Lloyd and Miller, 2015, p. 42). In addition, Oxfam lobbied 
'leaders to adopt a human rights-based approach to epidemic response...that recognises 
affected individuals’ and families’ right to dignified treatment rather than simply regarding them as 
vectors of disease' (Minor, 2017, p. 32). The Oxfam review does not say what this work 
consisted of, although it was expected to improve wellbeing and reduce stigma (Adams, Lloyd 
and Miller, 2015, p. 49).  
Stigma and reintegration 
A policy brief by the Ebola Response Anthropology Team suggests principles to guide 
responses to stigma. It states that it is first necessary to understand how stigma works in a 
given context (i.e. whether it leads to shunning, exclusion from certain spheres, and whether it 
allows the stigmatised to receive care and support) and offers advice on those most likely to be 
stigmatised. It offers guidance to stigmatising processes in the context of Ebola, including how 
the disease response can worsen the process. According to the analysis, the two most effective 
interventions to de-stigmatise an illness are a) to improve survival and knowledge of the ability to 
survive, and b) to prevent catastrophic economic consequences of those actually or potentially 
suffering from the illness. It gives some specific suggestions and provides a matrix for assessing 
and reducing stigma in programming (Ebola Response Anthropology Platform, 2014). 
Several programmes have sought to help Ebola survivors reintegrate into their 
communities. Psychosocial support, media engagement and survivor networks have also been 
used to help overcome stigma and help reintegrate Ebola survivors (Richardson et al., 2017). 
The Firestone Rubber Plantation in Liberia was involved in responding to Ebola among its 
employees. Its response included a survivor reintegration programme. The programme includes 
a reintegration team visiting the survivor’s home and talking about the planned reintegration with 
the community. The aim is to provide information of the transmission of Ebola and emphasise 
                                                   
1 https://www.hrw.org/news/2014/09/15/west-africa-respect-rights-ebola-response 
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that the survivor will no longer be able to pass on the disease. The day of reintegration is marked 
with prayers, decoration of the survivor’s house, talks from health professionals, and the survivor 
being given a certificate to say s/he is free from Ebola. The survivor is also given a ‘solidarity kit’ 
of money, food and other necessities. The reintegration team also undertake follow up visits. A 
survey of 22 such survivors found the technique to be effective, as it could ‘legitimize family and 
community member concerns regarding Ebola transmission risks, offer opportunities for 
continued education, and provide an important first step in the necessary psychosocial support 
for survivors. When these programs are made public, they can help dispel rumours, provide 
hope, and encourage community members to report suspected Ebola cases or seek care early, 
which can, in turn, decrease transmission and increase survival among those with infection’ 
(Arwady et al., 2014). 
In Koinadugu, Sierra Leone, Oxfam worked with local officials, ambulance and burial teams, 
health workers, Ebola survivors, to stage 'community information days'. These helped reduce 
stigma for survivors (Minor, 2017, p. 32). 
There is evidence that survivors working in outbreak-response and health systems strengthening 
roles had their dignity restored (Richardson et al., 2017, p. 8). For example, a qualitative, 
selective study of 121 Ebola survivors in Guinea found that ‘In addition to being a source of 
revenue, getting involved in the EVD response was a way to accelerate their social acceptability’ 
(Delamou, Camara, et al., 2017). A report on reintegration in the Democratic Republic of Congo 
(DRC) found that ‘celebrations organized when survivors leave Ebola Treatment Centres, in 
which broader communities can participate, and are reassured that it is safe to interact with 
survivors, are an excellent way of reintegrating survivors’ (Alcayna-Stevens, 2018, p. 43) 
Marginalised communities 
Disease outbreaks and responses have differential impacts. There is some evidence that 
programmes sought to address this in the Ebola outbreak, but many argue that not 
enough was done to understand and mitigate specific impacts. For instance, an analysis of 
Oxfam’s gender mainstreaming in its WASH programming during the Ebola outbreak is critical of 
the NGO's gender mainstreaming. It notes several secondary effects of the outbreak on women, 
and that Oxfam’s approach did not address these in an effective way (Carter, Dietrich and Minor, 
2017). While it does not provide any specific guidelines, it argues for ‘the need to be bold in 
assuming women are politically under-represented, and faster and more creative in addressing 
this prevailing pattern, to allow for meaningful participation’, particularly in securitised outbreak 
responses (Carter, Dietrich and Minor, 2017). 
A study of a women’s empowerment programme in Ebola-hit villages of Sierra Leone showed 
positive results. The Empowerment and Livelihood for Adolescents (ELA) intervention provided a 
club and training for women. The study analysed the effects on the activities of 4,700 women. 
The study showed the club helped overcome the negative effects of Ebola on women in these 
villages (transactional sex, out-of-wedlock pregnancies, and drops in school enrolment). It found 
that this is because the ‘intervention enables young girls to allocate time away from men’ and 
gives them training on contraception (Bandiera et al., 2018).  
CARE's analysis of the Ebola outbreak in the North Kivu, DRC in 2018 found that in some 
districts (Vutsundo and Katsya), use of maternity services did not decline with Ebola. Their 
research attributes this to: situation analysis and understanding of the locally relevant social 
norms and customs; development of adapted messaging addressing the identified norms and 
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customs; community dialogue; training and respect of standard precautions and protective 
measures in infection prevention and control amongst healthcare workers; provision of chlorine, 
hand-washing stations and other necessary items to promote infection prevention and control; 
weekly supervision sessions; dissemination of information on suspected Ebola cases' (Kapur, 
2020). 
CARE's analysis of gender in the Ebola outbreak in 2018 includes several recommendations and 
principles (Kapur, 2020): 
 Disaggregated research into gendered effects. For example, with regards to 
transmission, the effects of vaccines on pregnant women, and transmission through 
breastfeeding. 
 'the need for hyper-localisation of key messages to ensure comprehension by people of 
all genders and ages' to take into account linguistic variation, or the fact that women 
might not have access to media such as radio in some contexts. 
 Tailor and target EVD-related communication efforts. 
 Women are key stakeholders and their role should be front and centre. 
 Integrate conflict-sensitive and gender-transformative approaches. 
 Promote prevention while reinforcing reporting and referral mechanisms for abuse 
survivors. 
 Encourage and embed child-friendly innovations. 
 Bolster community resilience through key entry points such as schools. 
 More spotlight on inclusive practices and programming. 
The WHO has recently published guidelines on the management of pregnant and breastfeeding 
women in the context of Ebola virus (WHO, 2020). 
Several papers point to the importance of understanding specific community dynamics in a given 
context. One paper based on fieldwork in the DRC highlights the value of ‘close, qualitative 
reportage… to render tangible the social, political and economic dimensions of an Ebola 
epidemic and to offer recommendations for the response which prepare communities for life 
“post-Ebola” at each stage of an intervention’ (Alcayna-Stevens, 2018, p. 44). For example, 
socio-anthropological research on the Twa people of the DRC has been undertaken. It provides 
some background information and some general recommendations for humanitarian workers to 
consider when responding, including that ‘as a result of increased stigmatisation because of the 
epidemic, some Twa may have moved deeper into the forest and are at risk of not being 
engaged with communication and public health control measures’, and ways to be aware of the 
tensions between the Twa and the dominant Mongo groups when planning a response (Duda, 
Alcayne and Bedford, 2018). Similar analyses can inform responses to other marginalised 
groups and beneficiary targeting. 
4. Health services 
Healthcare for survivors 
Programmes have also sought to mitigate the secondary health effects on Ebola 
survivors. Partners in Health (PiH) ran a clinic, with other NGOs, for Ebola survivors with vision 
problems. It included over 900 survivors in the Port Loko, Kono, and Western Area Urban district 
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between October 2014 and May 2015. It offered training, paid schools fees and employed 
survivors in social mobilisation and outreach (Cancedda et al., 2016, p. 158). 
A brief on psychosocial support in North Kivu, DRC, suggests several principles for 
mental health and psychosocial support (MHPSS) during the Ebola outbreak. These 
include (Bedford, Jones and Streel, 2018):  
 The need for 'clear inter-sectoral coordination mechanisms and entry points for MHPSS 
technical expertise' within a broader disease outbreak responses. 
 National or international MHPSS efforts should link to existing national and NGO services 
to make best use of resources. 
 That it is important to build on existing community structures, ‘as normal ways of coping 
are likely to be affected by the Ebola outbreak (e.g. socialising with friends and family, 
collective music and dance, economic activity etc.) ... community actors are best placed 
to help identify adaptations or safe alternatives’. 
 The importance of a 'whole of society' approach that does not 'over-target' certain groups 
and thereby breed resentment or foster marginalisation. 
Mitigation of effects on healthcare 
Many low-income countries have weak health systems. Disease outbreaks in countries with 
weak health systems have been shown to limit the resources available for other health 
conditions, as well as reducing treatment seeking behaviour through fear and disruption. The 
evidence on mitigating these effects falls into two categories: policy papers and studies that 
advocate for work on strengthening health systems or co-ordinating responses to ensure 
continuity of care; and evidence on programmes that sought to mitigate specific reductions in 
care brought by disease outbreaks. 
Health systems 
A recent lessons paper on responses to disease outbreaks argues that 'ongoing healthcare 
provision should be supported during an epidemic response' and that policymakers should 
'mitigate the impact of epidemics on education, psychosocial health and social cohesion’ 
(Lamoure and Juillard, 2020, p. 22).  Similarly, WHO guidance on influenza pandemics notes that 
the incidence of several other diseases may increase during a pandemic due to the interruption 
of health services. It seeks to encourage continuity of services for priority public health 
programmes (WHO, 2008, p. 7).  For instance, it recommends making arrangements for the 
continuation of treatment programmes for chronic conditions, using home-based programmes 
(WHO, 2008, pp. 22–23).  More generally, it is widely agreed that Ebola demonstrated the need 
to strengthen health systems (Elmahdawy et al., 2017, p. 68). 
A policy brief by the ReBuild consortium suggests several ways that the resilience of health 
systems can be ensured throughout shocks. Evidence is taken from disease outbreaks and 
conflicts. They are (Witter and Hunter, 2017): 
 Protection for funding for health to mitigate for disruption to healthcare systems, citizen's 
ability to pay, and community support mechanisms. 
 Equitable arrangements such as user fee exemptions, vouchers etc to ensure continued 
uptake of healthcare. 
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 Support for health workers who may suffer stress, stigmatisation and other challenges.  
 Donor support for health systems strengthening. This 'includes support 
for health governance, supply chains, infrastructure, workers and information systems' 
 The need for coordination between donors, national systems and local providers. 
 The potential of crises as windows of opportunity for change. 
Other papers offer suggestions for rebuilding health systems (Kruk et al., 2015; Martineau et al., 
2017). 
Several studies point to the importance of funding priorities. At the time of the 2014-15 
Ebola outbreak, some donors were unwilling to pay for permanent infrastructure, which can 
hinder the kind of health systems strengthening needed to offset the effects of a focus on an 
outbreak such as Ebola (Cancedda et al., 2016, p. 161; UNICEF, 2017, p. 44). However, in 
some cases, the disruption to health systems brought by Ebola has prompted 
governments to reconfigure health systems. Delamou et al identify a ‘paradigm change’ in the 
policies of countries affected by Ebola, including increased health spending and community 
participation in health in Guinea (Denny, Mallett and Jalloh, 2015; Delamou, Delvaux, et al., 
2017; Kolie et al., 2019). Such views suggest the importance of making sure that policy is 
configured to consider the whole health system. 
Studies also point to the importance of working with existing health structures, and 
particularly providing support to community health workers (Denny, Mallett and Jalloh, 
2015, pp. 30–31). A study of areas where a Liberian National Red Cross Society (LNRCS)-
initiated maternal, newborn and child health (MNCH) project paid for community health workers 
in hard-to-reach areas of Liberia found that provision for child diarrhoea and pneumonia 
continued throughout the outbreak. The study reaffirms ‘the value of recruiting and training local 
workers who are trusted by the community and understand the social and cultural complexities of 
this relationship’ (Siekmans et al., 2017). Besides funding, a study of health workers in Sierra 
Leone found a number of resources to strengthen health workers' resilience, including religious 
and national duty, family and community support, social media support, training, and government 
'risk allowance' payments (Wurie, Witter and Raven, 2016). 
There is some evidence of programmes that have aimed to strengthen health systems partly to 
help deal with the secondary effects of disease outbreaks. Partners in Health (PIH) argues that 
working with the national system and investing in long-term infrastructure is important. It worked 
with the public sector to strengthen the health sector in Sierra Leone during the Ebola outbreak. 
It worked alongside the Wellbody Alliance, a local NGO, as part of the Ministry of Health’s long-
term strategy. Its lessons learned paper identified the importance of the National Ebola 
Response Centre for coordination between different donors, NGOs and public bodies. 
Staff from the Ministry of Health were part of the centre, which ‘facilitated the transition from the 
emergency Ebola response to a long- term health system strengthening strategy’ (Cancedda et 
al., 2016, p. 160).  
Mitigation 
A number of programmes have addressed the effects of the Ebola response on other 
healthcare services and the healthcare system. Many of these studies focus on specific 
interventions in relatively small areas, and have limited generalisability. According to a UNICEF 
evaluation, the organisation’s ‘response neither promptly nor adequately addressed Ebola’s 
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secondary humanitarian consequences and specific effects on children' in the beginning of the 
outbreak. It attributes this to ‘strategic ‘de-prioritization’ relative to stopping EVD transmission, 
different understandings of Ebola-related risks and participation in an inter-agency response that 
remained focused on stopping transmission’ (UNICEF, 2017, p. 73). However, it began to work 
more effectively to address the secondary effects on children from 2015. Its work on the 
secondary effects of the outbreak included distance learning programmes for around 1 million 
children, and support to governments to reopen 24,000 schools in 2015 (in January in Guinea, 
February in Liberia and March in Sierra Leone)' (UNICEF, 2017, p. 45). It also provided ‘a 
minimum package of psychosocial support services to all children affected by EVD and a 
minimum package of support – including family tracing and family-based care – to Ebola orphans 
and survivors’, although initially struggled to make this effective (UNICEF, 2017, p. 39).  
Studies have looked at how health systems have recovered from Ebola (Decroo, Fitzpatrick and 
Amone, 2017). Others have looked at the effects of particular adaptations to counter the effects 
of the disease outbreak response. Introducing free health care has the potential to mitigate 
reductions in health seeking behaviour brought on by infectious disease outbreaks. In 
2018, ‘the Democratic Republic of Congo (DRC) announced a free health care policy during an 
EVD outbreak in affected and neighbouring areas’. The policy was found to increase the use of 
healthcare services for curative but not preventative measures, possibly from a fear of Ebola 
transmission through needles or blood. However, the authors suggests that the free health policy 
may have itself overwhelmed some health centres’ capacity (Hung et al., 2019). 
Adaptations of service provision can also mitigate for disruption and aversion. The Italian 
NGO, Doctors with Africa (DwA) CUAMM, helped the government to strengthen reproductive 
health services in Pujehan district during the Ebola outbreak.  An observational study found that 
changes to referral services, the continued presence of NGOs and health workers, contributed to 
the maintenance of reproductive health services. Changes to referral services included a free 
ambulance service, a call centre, and community awareness work to increase uptake. However, 
the study noted that levels of Ebola, and therefore disruption and distrust, were lower in the 
district (Quaglio et al., 2019). There is some evidence from a study of two districts in Liberia that 
performance-based financing (PBF) can help health services (maternity and childhood 
immunisation) recover more quickly from disease outbreaks, although more research is needed 
to understand the reasons for this and how far PBF was responsible (Mussah et al., 2017). 
Some healthcare interventions, particularly those involving bodily fluids or injections, were found 
to decline following Ebola due to fear and mistrust. One study has shown how the community 
engagement component of a Ministry of Health- and UNICEF-run immunisation 
programme in Liberia was successful in increasing uptake. It lists a number of drivers to 
immunisation uptake, including ‘receiving vaccine from known and trusted source, prolonged and 
repeated community engagement (particularly interpersonal, face-to-face dialogue), positive 
social mobilization activities (gCHVs, radio, town crier, community meeting, dramas), a “Wait-
and-see” method/“seeing is believing”/“bearing witness”, and the influence of trusted community 
leadership and other community members (particularly mothers)’. Qualitative research into 
perceptions of the programme showed these to be effective in overcoming fears and distrust 
engendered by the Ebola response. It gives a number of recommendations for community 
engagement in these communities (Bedford et al., 2017, p. 86). 
An analysis of community care centres (CCCs) set up for Ebola in Sierra Leone notes that the 
setting up of parallel health structures raises problems, such as resentment and taking resources 
away from existing health services. It used surveys and interviews to understand the perceptions 
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of members of the community, and officials and policymakers around the CCCs and their 
decommissioning after Ebola. Although the report found distrust in the government and 
resentment that the CCCs took resources from existing provision, it emphasised the 
importance of effective community engagement, arguing that 'it is not hard to win [citizens] 
over if good and affordable services are provided. Even with unhappiness over staff and site 
selection, the benefits of the CCCs were recognised' (Oosterhoff, Mokuwa and Wilkinson, 2015). 
While this does not provide direct lessons on the most effective ways to reconfigure health 
systems to be more resilient, it does suggest ways to overcome distrust brought on by short-term 
health infrastructure for disease outbreaks. 
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